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Abstract
This paper studies the trends in life expectancy in Malawi 
since independence and offers possible explanations 
regarding inter-temporal variations. Descriptive analysis 
reveals that the life expectancy in Malawi has trailed below 
the Sub Saharan African average. From the 1960s through 
to the early 1980s life expectancy improved driven mainly 
by rising incomes and the absence of  HIV/AIDS. In the 
mid 1980s life expectancy declined tremendously and never 
improved due to the spread of  HIV/AIDS, the economic 
slump that followed the World Bank’s Structural Adjustment 
programmes (SAP) and widespread corruption and poor 
governance in the era of  democracy. At the turn of  the new 
millennium, Malawians were no healthier than their ancestors 
at the dawn of  independence though this improved after 
2004. If  Malawi is to meet its health Millennium Development 
Goals by 2015, good governance, improved agricultural 
performance and an increase in health expenditure should 
be at the heart of  its development policies. 
Introduction
Life expectancy in Malawi has declined substantially since the 
late 1980s and yet  no major studies have been undertaken 
to investigate this. Life expectancy is an aggregated index of  
the number of  years a new born baby would be expected 
to live if  the prevailing factors and mortality patterns at the 
time of  birth are to stay the same. It is an aggregate measure 
of  population health and can be perturbed by other national 
level aggregated variables.
Fayissa & Gutema argued that a healthy population is 
important in achieving improved human welfare, and is a 
desirable end in itself.1 Understanding the context specific 
aggregate determinants of  population health and factors that 
affect them is crucial for the reduction of  future decline in 
life expectancy and is instrumental in the design of  policies 
that enhance national development through a healthy labour 
force. 
A healthy labour force is a precondition for economic growth 
and for a country to achieve long term sustained growth, 
macroeconomic factors that hinder attainment of  high 
life expectancies must be considered. The success of  east 
Asian countries (Malaysia, Singapore, Korea) has been partly 
attributed to a healthy labour force. An incomes  provides 
access to health care, better sanitation, and improved 
nutrition.2 
Literature on international improvements in life expectancy 
show that the second half  of  the twentieth century has been 
characterised by improving life expectancy in many countries. 
Between 1960 and 1995, developing countries have added 22 
years to their life expectancy while developed countries have 
added about 8 years.3 If  Malawi experienced this trend, the 
life expectancy by 1990 would have been around 60 years. 
However this has not been the case. 
Studies show that improvements in longevity in the 19th 
century were driven mainly by improvements in nutrition 
largely as a result of  higher incomes and not by merely by 
advances in medicine or public health.4 Population health 
is multifaceted driven by both incomes and advances in 
medicine therefore any study on life expectancies should 
consider these factors. 
The relationship between life expectancy and incomes 
should   be interpreted with caution. Findings from studies 
have suggested that whether incomes will always influence 
health depends on the levels of  income and the nature of  its 
distribution. Studies have shown disparities in life expectancy 
among nations with equal incomes per capita. For instance, 
at a Gross National Product (GNP) per capita of  $600, life 
expectancy is 69 years in Honduras, whereas it is 51 years 
in Senegal.5  Moreover, some countries with higher incomes 
per capita, such as oil producing countries do register lower 
life expectancies.In line with this, evidence shows shifts 
in the health production function mainly due to income 
distribution rather than rises in incomes per capita.6,7
Research has focused mainly on the importance of  
microeconomic variables in determining life expectancy 
with few rigorous studies relating the aggregated variables 
at the macroeconomic level to life expectancy. Nevertheless, 
studies of  macroeconomic determinants of  health are equally 
important as knowledge of  which macroeconomic variables 
need attention in our pursuit for longer life spans would be 
instrumental for national healthy policy and development. 
The National Statistics Office (NSO) reported Malawi’s life 
expectany as 36 years for male and 39 for females.8. Adam 
Smith asked  in his celebrated book, In enquiry into the 
Nature and Causes of  the Wealth of  Nations, why some 
countries were richer than others. It becomes natural in the 
wake of  such massive differences in life expectancy to ask 
questions such as ‘what causes variations in life expectancies 
over time?’ This study purports to descriptively study 
the trend of  life expectancy between 1960 and 2003 and 
examine any association between life expectancy and health 
and economic policy.
Methods
To examine life expectancy trends, data from International 
Financial Statistics and World Bank’s world development 
indicators were collected. Data on Gross Domestic Product 
(GDP) and life expectancy from 1960-2003 was partitioned 
into half  decadal averages. Data on total health expenditure 
per capita was collected to show the co-movement between 
GDP per capita, life expectancy and expenditure on health 
over time. 
For purposes of  clarity, growth rates of  the GDP per capita 
and life expectancy are calculated every half  decade and the 
results are presented in graphs. This has an advantage of  
explicitly showing the pattern of  decline in variables and 
further renders an opportunity for comparison of  the series. 
Pearson correlation coefficients are used to support the 
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study’s fi ndings.
Results
Figure 1 shows that between 1960 and 1989 life expectancy 
in Malawi improved steadily from around 38 years to 45 
years. Life expectancy started declining sharply from 1990 
and by 2003 it had fallen below the 1960 value of  around 38 
years to 37 years. Within a decade (1990-2003) an average 
Malawian lost almost 8 years from his/her expected life. 
The downward trend however seems to improve from 2004 
and by 2007, the national expected life expectancy stood at 
around 41 years.
Figure 2 shows that Malawi’s economy other Sub Saharan 
Africa.  The GDP for Malawi is everywhere below the average 
of  that of  sister nations.The graph  shows the steadily rising 
GDP between 1960 and 1979 and then a slump between 
1980 and 1989. 
Figure 3 shows trends in life expectancy for Malawi and Sub-
Saharan Africa from 1960 to 2003.  Malawians have a shorter 
life expectancy than their sub saharan counterparts African.  
Table 1 shows half-decadal averages of  life expectancy and 
GDP per capita.  Life expectancy deteriorated in the fi rst 
part of  2000s but started improving after 2004.
Table 2 shows bivariate correlations between life expectancy, 
incomes per capita and per capita expenditure on health. 
It shows that life expectancy is positively and signifi cantly 
correlated with incomes per capita. While health expenditure 
per capita is positively correlated with life expectancy, the 
coeffi cient is not statistically signifi cant at the recognized 
levels of  .01, 0.05 or 0.1. 
The national HIV/AIDS prevalence among the adults (15-
49 years) increased at an alarming rate between the 1980s and 
the late 1990s. After 1997 the prevalence was been almost 
constant. (NAC, 2003)
Figure 4 shows the relationship between GDP  and life 
expectancy. To make variations in both series conspicuous 
and ease comparability, GDP per capita has been scaled 
down by 4. In fi gure 5, it can be seen from the fi gure that 
there is co-movement between life expectancy and GDP per 
capita supporting the fi ndings from the Pearson correlation 
coeffi cients that there is a relationship between the two 
variables. The positive (though insignifi cant) correlation 
coeffi cients from Table 2 are also confi rmed by the trend of  
health expenditure per capita and life expectancy between 
1996 and 2007.
Discussion
This study has shown that at the dawn of  independence in 
1964, the life expectancy was low but under the leadership 
of  the former late President Dr. Banda life expectancy 
improved from 37 years in 1960 to 45 years by 1989. After 
1989 the health index declined until 2004 when it started to 
improve. There is an association between life expectancy and 
health and economic policies. Specifi cally, income per capita 
did infl uence the variations in life expectancy. This  supports 
the fi ndings of  Wilkinson, who argues that though there may 
be a two-way causality between GDP and health, incomes 
infl uence health, such that at lower incomes the relationship 
Fig 1 Life expectancy over time in Malawi
Figure 2 GDP over time for Sub Saharan Africa and Malawi
blue line - Subsaharan African GDP , brown line = Malawi GDP
Figure 3 life expectancy for Africa and Malawi (1960-2003) 
blue line - Subsaharan African life expectany, brown line = Malawi life 
expectancy
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Figure 4 GDP per capita and life expectancy (GDP scaled down by 1/4)
Figure 5 life expectancy, GDP/capita and health expenditure per capita
Table 1 Half decadal averages in life expectancy and GDP
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childhood mortality had no effect on life expectancy with 
population health even deteriorating. Moreover about 52,000 
new cases of  TB are still reported every year by the World 
Health Organization, 14.1% of  the adult population (age 15-
49 years) has the HIV virus, and malaria continues to infect 
a large part of  the population.  Infant mortality rate stands 
at 104 per 1,000 live births, and the under-five mortality rate 
stands at 188 per 1,000 live births. The maternal mortality 
rate is high at 984 per 100, 000 in 2004.8  
A plausible explanation for this continued decline in health 
sub indicators despite many initiatives under Muluzi can be 
attributed to the nature of  his leadership. Under his rule 
agriculture was no longer emplasized this led to the collapse 
of  the Agricultural Development and Marketing Corporation 
and deteriorating agricultural prices. Crime increased and 
by 1999 economic growth began to slow down. The Anti 
Corruption Bureau (ACB) was formed but was perceived as 
a body established to appease opposition politicians. Under 
such conditions health service delivery became compromised 
and the effects of  the reported health initiatives became 
masked by the effects of  corruption and hunger.
Expenditure on health has been shown to be positively 
correlated with life expectancy though the relationship in this 
study’s dataset was not statistically significant. The absence 
of  a strong relationship might be due to the shorter length 
of  the health expenditure series or the efficacy of  different 
health financing systems  on actual population health.  The 
effect of  the government’s Sector Wide Approach (SWAp) 
needs to be studied further. Additional, emergency human 
resource programs that are being implemented in the country 
could further positively impact on overall population health, 
this too calls for further exploration. 
Presently, the current President Bingu wa Mutharika’s 
government has embraced the pro-poor policies that 
characterised a good part of  Dr Banda’s government. 
Fertilizer subsidy progams has increased food production. 
Government’s hardline on corruption coupled with 
macroeconomic prudence, have yielded improved economic 
growth and a glimmer of  hope for life expectancy.
Conclusion
Despite absence of  econometric analysis, this study concludes 
that the improvement in life expectancy between the 1960s 
80s and the subsequent decline in the 1990s can be attributed 
to changes in the agricultural policy, political governance, 
health policy, and the scourge of  HIV/AIDS. Therefore in 
order to improve population health, the government should 
implement policies that generate economic growth and 
should increase expenditure on health as these both  would 
have a positive impact on life expectancy. If  the country is 
to meet its health Millennium Development Goals by 2015, 
the government should uphold macroeconomic prudence 
through macroeconomic stabilization policies and endeavour 
to stop corruption.
Future research should explore the relationship between 
microeconomic data, age specific life expectancy, literacy 
levels. staffing levels in the health sector, and the Emergency 
Human Resource Programme. Time series analysis 
techniques may determine the causes of  the decline in life 
expectancy.  One may examine how exchange rates have 
is stronger than otherwise.9 
The rise in life expectancy during Dr H Banda can be 
attributed to a controlled economy with a highly subsidized 
agricultural sector until 1980s. Dr Banda’s regime emphasized 
agriculture, he is famous for saying ‘chuma chili mthaka’ (land 
is wealth).10  Improved diets following successful agricultural 
production reduced rural death rates and increased life 
expectany. It can be seen from figure 4, that improvement 
in life expectancies was associated with increasing incomes 
per capita. It can be concluded that although  Banda’s rule 
was totalitarian, his agricultural, health and macroeconomic 
stabilization policies did increase life expectancies.
Soon after reaching its peak of  45 years in 1989, life 
expectancy starts to decline reaching 37 years by 2003. 
Between 1980 and 2003, three important events related to 
population health took place. Firstly, in the early 1980s, Dr 
Banda’s government began implementing economic reforms, 
namely the Structural Adjustment Programmes (SAP) 
imposed by the Word Bank. Under the SAP,  government 
liberalized its markets and ceased subsidizing agriculture.  It 
also reduced funding the health sector as most of  the budget 
was to finance debt repayment.11 Secondly, the mid 1980 
saw the first case of  the HIV/AIDS virus being reported 
in Malawi.12 Thirdly, at the turn of  the1990s, Malawi moved 
from one party leadership to multiparty democracy. 
Figure 1 shows that in the 1980s, life expectancy started 
increasing but at a slower rate and started decreasing in the 
1990s. A possible explanation is that the SAP compromised 
people’s health by decreasing agricultural output and income. 
Furthermore, HIV/AIDS started claiming many lives. In the 
absence of  any health initiatives, declining incomes and HIV/
AIDS helped bolster the decline in life expectancy.  HIV/
AIDS as of  2004 currently affects 14.1% of  the population 
translating to around 1.7 million victims.12 
Multiparty democracy and the United Democratic Front 
government under Bakili Muluzi in the 90s is characterized 
by corruption, financial mismanagement and moral 
erosion resulting inwidespread and deepening poverty.13  
The economic gains made after SAPs were lost during the 
democratic era under Bakili Muluzi despite an increase in 
donor funds the downward trend in life expectancy was 
never reversed. 
One would expect that under multiparty democracy, the 
economy should improve.  Under Muluzi’s democracy, the 
government introduced several health initiatives. In the mid 
1990s, Tuberculosis (TB) was a leading cause of  death in 
Malawi, the government launched the National TB control 
Program (NTP) and since has implemented the Directly 
Observed Therapy Short course (DOTS).12 In 2002, the 
Malawi TB-HIV technical team implemented a  three year 
plan for joint TB-HIV/AIDS services based on World 
Health Organization and UNAIDS recommendations. There 
have also been several projects aimed at controling malaria 
by Population Services International. The National Aids 
Commission with funding from Global Fund has financed 
several health programmes. 
The efforts by the private sector and non governmental 
organiztions had some positive impacts but on the other hand 
programs like  the Expanded Program on Immunization 
(EPI) that was piloted in 197614 which led to a decline in 
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directly influenced mortality or how aid and the mechanism 
of  funding have affected the life expectancy. This study’s 
short series of  health expenditure per capita does not show 
a statistically significant influence on life expectancy, studies 
on the Sector Wide Approaches to funding versus their 
alternatives could be worthwhile.
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Nominations for the 2008 Royal Society Pfizer Award are 
now open.
This prestigious international award, sponsored by Pfizer 
Ltd, is designed to reward scientists, based in Africa, at 
the outset of their career and to promote science capacity 
building in the developing world.
The award will recognise a research scientist, at an early 
stage of their research career, who is making an innova-
tive contribution to the biological sciences, including basic 
medical science, which contributes significantly to capac-
ity building in Africa.
£60,000 will be awarded as a grant in order for the recipi-
ent to carry out a research project that is linked to an Afri-
can centre of scientific excellence, which would normally 
be a University, or equivalent research centre. The grant is 
intended to cover the costs of the research project except 
from the awardees own salary (see terms and conditions 
for further information about the award). A further £5,000 
will be given as a prize to the recipient.
The award will be presented at a ceremony in the Autumn 
of the year of the award.
Selection
The nominations for the Royal Society Pfizer Award will 
be assessed by the Royal Society Biological Sciences 
Medals and Awards Committee, made up of Fellows of the 
Royal Society. This Committee recommends to Council 
the recipient of the Award. Click here for more informa-
tion about the Committee
Selection will be based on past achievement in the field, 
rather than the proposed programme of activities albeit that 
where two candidates are deemed to be equal the strength 
of their proposed research programme will be used to de-
termine the winner.
Making a nomination
The online nomination process for the Award comprises 
two parts:
    *      Form A, completed by the nominator, outlines the 
nominees scientific record and suitability for the award. 
The nominator is also asked to give contact details for two 
referees who will be approached by the Royal Society for 
a reference to support the nomination.
    *      Form B, completed by the nominee outlines the 
research project and how they intend to spend the £60,000 
grant on this.
Please email the completed forms to awards@royalsociety.
org Please note that the Royal Society must receive both 
parts of the nomination (Form A and Form B) for the nom-
ination to be valid.
The deadline for nominations is 6pm on 25 February 
2008.
2008 Royal Society Pfizer Award
